Abstract This study describes how a concurrent exploratory mixed methodology (CEMM) approach was used to investigate perceptions of prostate cancer (CaP) fear and facilitators of screening behavior in African-American (AA) and Caribbean-born (CB) black men for instrument development. A quantitative paper-based questionnaire was modified, adapted, and administered to participants from the Personal Integrative Model of Prostate Cancer Disparity Survey and the Powe Fatalism Inventory. Focus groups and individual interviews were conducted and analyzed using thematic analysis. Of the 31 participants, 17 (55%) were CB black men and 14 (45%) were AA men. CB black men reported significantly higher mean perception of CaP treatment scores compared to AA men (8.23 versus 6.14, p < 0.05). Overall, the focus group and interview data revealed highly interrelated key themes. These themes included perceived barriers to CaP screening (e.g., health-care affordability), misconceptions about CaP (e.g., limited knowledge), and misinformation about CaP (e.g., conflicting CaP screening information from health-care providers). Feeling responsible to make sure family members were taken care of and the role of a significant other were reported as motivation for visiting the doctor. As a result of the CEMM design, a reliable survey instrument was developed to measure CaP fear and facilitators for screening behavior within subpopulations of AA men, which is important because despite their shared genetic ancestry, AA and CB black males may have very different lifestyles.
Introduction
An estimated 180,890 new cases of prostate cancer (CaP) will occur in the USA during 2016 [1] . However, men of subSaharan African descent appear to suffer disproportionately from CaP compared to men of other races or ethnicities [2, 3] . African-American men have the highest death rate for CaP of any racial or ethnic group in the USA, 2.4 times higher than in white men [4] . The health-care burden of CaP in AfricanAmerican men assumes increased significance because of poor provider-patient communication, lack of provider interpersonal skills, language barriers, and miscommunication within the medical system. These barriers to early CaP prevention in minority men have been well documented in the medical literature. Specifically, African-American men are more likely to be diagnosed with an advanced stage [5, 6] , have lower access to health care [7] [8] [9] and less trust of providers [10, 11] , and have an underlying perceived fear that manipulating the prostate will interfere with virility [12] [13] [14] .
Further, little attention has been paid to documenting variation in CaP among subpopulations of African descent. Historically, disparity research has used broad categories in the USA, typically those of Bblack^and Bwhite,^or census classifications [15] . Individuals of African descent are placed within overarching black groupings [15] [16] [17] , while heterogeneity within black populations is ignored [18] . Rebbeck et al. [3] reported age-standardized CaP incidence rates in 2008, ranging from 159.6 per 100,000 among African-American to 71.1 in the Caribbean and 17.5 in Africa. Whereas, age-standardized CaP mortality rates in 2008 ranged from 22.4 per 1,000,000 among AfricanAmerican to 26.3 in the Caribbean and 12.5 in Africa [3] . However, very little research documents the incidence and mortality associated with CaP in subgroups of black populations within the USA. Blacks from the Caribbean constitute the largest subgroup of black immigrants in the USA [15, 19] , with nearly one million persons of English-speaking West Indian ancestry and over 500,000 [20] . Although many African-Americans have been in the USA for generations, immigrants from the Caribbean are raised, and currently live, in distinct economic, political, geographic, and cultural environments [15] . This is important because African-American and Caribbean-born black males have very different lifestyles [12, [21] [22] [23] despite their shared genetic ancestry. Unfortunately, there is limited research on the role of personal cultural beliefs and values on individual screening behavior among subgroups of black men as it relates to CaP prevention and treatment [24] .
Odedina et al. [24] found that men's overall attitude towards CaP was favorable with African-Americans of American origin and African-born black men reporting higher perceived CaP severity and greater concerns about the seriousness of CaP compared to Caribbean-born black men. However, additional investigation on the impact of cultural beliefs on CaP screening behaviors among subgroup of black men is needed.
Although patient preference and utility for CaP screening have been well documented by Krahn et al. [25] , Flood et al. [26] , Davison et al. [27] , Ramsey et al. [28] , Partin et al. [29] , and Gries et al. [30] , these studies had very little or no men of African descent. More broadly, despite increasing their representation in Western population, there are comparatively few data regarding the preference for cancer screening of either Caribbean immigrants or Caribbean native [15] .
This study sought to examine CaP fear and facilitators for screening behavior in African-American and Caribbean-born black men using a concurrent exploratory mixed methodology research approach for instrument development. The design was selected to evaluate the feasibility and acceptability of the modified Powe Fatalism Inventory and the modified Personal Integrative Model of Prostate Cancer Disparity (PIPCaD) survey, prior to administration to a larger study sample which (1) explored the associations between nativity, perceptions of CaP fatalism, and CaP screening behaviors in African-American and Caribbean-born black men and (2) investigated whether predictors for CaP screening within the last year varied by perceptions of CaP fatalism and nativity. This study presents the process and results of the development of the survey instruments. Further, the novelty of the current study is to provide the addition of a concurrent exploratory mixed methodology design presently absent from the research literature concerning CaP fear and facilitators for screening behaviors for African-American and Caribbean-born black men.
Methods

Study Setting
A concurrent exploratory mixed methods study was conducted from October 2011 to January 2012 in Southeast Florida. Southeast Florida is one of the most ethnically/racially diverse regions in the USA, with growing representation from most major racial/ethnic groups [31] . About one in three AfricanAmerican Southeast Florida residents are foreign-born, compared to less than one in ten nationwide [31] . Not surprisingly, given the geographic proximity, a large share of the AfricanAmerican population in Southeast Florida has roots in the Caribbean [31] . Thus, the large ethnic and diverse Caribbean population in Southeast Florida made it an ideal location to examine perceptions of CaP fear and facilitators for screening behavior in men of African descent. Participants who selfidentified as English speaking and between the ages of 39 and 75 years old were included. Whereas, participants who were non-English speakers and were unable to read at the fifth-grade level were excluded. Additionally, the survey instruments, focus group and interview discussion questions, institutional review board approval, and recruitment flyer/ letter were mailed to directors of senior centers, community sponsors of health fairs, barbershops, and other predominantly African-American and Caribbean organizations in Southeast Florida, to recruit potential participants and provide onsite space for data collection [32] .
Conceptual Framework
The Powe Fatalism Model provided the conceptual framework for this study. The Powe Fatalism Model was originally developed to explain factors associated with an individual's decision to participate in fecal occult blood testing for colorectal cancer [33] . According to the model, the likelihood that an individual will participate in colorectal cancer screening depends on intervening variables, such as their perception of cancer fatalism, knowledge of colorectal cancer, and general demographic influences such as race, age, gender, education, and income [33] . The Powe Fatalism Model was modified for application to this study by retaining the general influences, intervening variables, and outcome subscales.
Instrument Development
The PIPCaD survey was validated in a cross-sectional study of 2864 black men in Florida to evaluate perceived susceptibility, severity, attitudes, outcome beliefs, behavioral control, prostate cancer fatalism, religiosity, temporal orientation, and acculturation relative to prostate cancer screening and prevention [34] . Comprehensive details of the methodology for the PIPCaD survey have already been provided in pervious publications [34, 35] . The PIPCaD survey was modified to reduce respondent fatigue and to explore the feasibility and acceptability for the current sample. The PIPCaD survey was modified by retaining the CaP early detection behavior, attitude towards CaP detection, prevention, knowledge, and acculturation subscales. Further, a perception of CaP treatment subscale was added, which was defined as the degree to which participants perceived that some treatments for CaP can cause problems with the ability to have sex and make it harder to control their urine [32, 36] . The overall concepts measured by the modified PIPCaD survey includes knowledge of the CaP prevention, detection, and fatalism, attitude towards CaP treatment, age, access to health insurance, doctor recommendation of CaP screening, acculturation, educational attainment, and family history of CaP.
The Powe Fatalism Inventory is a 15-item scale used to assess cancer fatalism [33] . The questions are designed to assess the following four attributes of fatalism: (1) inevitability of death, (2) pessimism, (3) fear, and (4) predetermination [33] . The Powe Fatalism Inventory was modified from a binary scale (yes or no) to a five-point Likert-type scale anchored by (1) strongly disagree to (5) strongly agree for items related to the inevitability of death, pessimism, fear, and predetermination. The Powe Fatalism Inventory was modified from a binary scale to a five-point Likert-type scale to capture the intensity of participants' perception of cancer fatalism.
As a result of the instrument development process, the initial version of the survey instrument consisted of a total of 72 items divided into the following constructs/domains: cancer fatalism, acculturation, spirituality, perception of CaP treatment, and CaP knowledge.
Data Collection
Quantitative and qualitative methods were done simultaneously [37, 38] , had equal priority in the interpretation of the study [39] , and were implemented for the mixed methods purposes of triangulation [40] . For the quantitative portion of the study, a total of 31 African-American (14) and Caribbeanborn (17) men completed the paper-based questionnaire. Focus group and interview discussion topics were initially explored using an a priori approach based on a systematic literature review. As a result of this review, the following discussion topics were identified: perceived barriers to CaP screening, fear of CaP diagnosis, perceptions CaP as a death sentence, motivation to go to doctor (e.g., health-seeking behavior), and the culture of lack of CaP screening in men of African descent.
A trained co-investigator with extensive qualitative expertise and experience in the Southeast Florida community worked with community members to develop the final semistructured discussion guide to facilitate focus group discussions and individual interviews. A total of two focus group sessions consisting of five African-American men per session and two individual interviews with two Caribbean-born black men were conducted, to explore the feasibility and acceptability of the survey instruments prior to administration of the larger study sample. Focus group sessions and individual interviews lasted between 20 and 40 min, respectively, and were recorded to ensure accuracy.
Interviews and focus group sessions were conducted by the same facilitator to help maintain consistency in elicitation and evaluation techniques across interviews and focus groups [41] . To ensure that data saturation was achieved, focus groups and interviews were conducted until sufficient data was gathered to develop the range of concepts (e.g., perceived barriers to CaP screening, fear of CaP diagnosis, perceptions CaP as a death sentence, motivation to go to doctor, and culture of lack of screening among men of African descent) that examined CaP fear and facilitators for screening behavior in African-American and Caribbean-born black men [41] . The facilitator determined the saturation point by making a qualitative judgment, supported by field notes, interviews, and focus groups that range of concepts from the a priori systematic literature review that were adequately sampled, and no new information was generated [41] [42] [43] . To encourage participation, a $15 incentive was provided to all participants. Details of the procedures, risk, and benefit of the study were presented to each participant at the time consent was obtained. The study protocol was reviewed and approved by the Howard University Institutional Review Board (IRB-II-PNAH-16).
Analysis
Quantitative data, including survey responses, were analyzed using statistical package SPSS 23 (International Business Machine Corp., Armonk, NY). Demographic characteristics, including nativity, age, education, marital status, income, health-care access, and general health, were summarized in proportion and means. Independent sample t tests were conducted to compare prostate cancer knowledge scores, perception of prostate cancer treatment, and fatalism scores of African-American and Caribbean-born men. The reliability of the modified Powe Fatalism Inventory and the modified PIPCaD Survey was calculated using Cronbach's alpha coefficients.
Focus group and in-depth interview data were analyzed by all co-investigators using procedures of thematic analysis [44, 45] . This analysis consists of three phases. First, each focus group and interview transcript was reviewed for accuracy. Next, an open coding process guided by the literature-based a priori topics (perceived barriers to CaP screening, fear of CaP diagnosis, perceptions CaP as a death sentence, motivation to go to doctor and potential source of health information, and the culture of lack of CaP screening in men of African descent) as well as dominant issues raised by the participants was conducted. The final phase utilized memoing which used theoretical notes to document key thoughts and assist with the further refinement of codes and the development of themes [46] . Discussions were held among co-investigators to agree upon coding development and final analysis. NVivo 9 (QSR International Inc., Cambridge, MA) was used to facilitate qualitative analysis. As a result of the quantitative and qualitative data, the final version of the survey for the larger study sample described previously [32] consisted of a total of 60 items divided into the following constructs/domains: cancer fatalism, acculturation, spirituality, perception of CaP treatment, and CaP knowledge. A total of 12 items were removed to improve the validity and acceptability of the final survey.
Results
Participant characteristics are presented in Table 1 . Of the 31 participants, 17 (55%) were Caribbean-born black men and 14 (45%) were African-American men. The majority of the participants reported annual household income between $0 and $39,999 and no history of prostate cancer. African-American men reported higher high school completion compared to Caribbean-born black men (64 versus 35%, respectively). However, Caribbean-born black men were more likely to report having public or private health insurance compared to African-American men (94 versus 64%, respectively). Table 2 compares CaP fatalism, acculturation, spirituality, perception of CaP treatment, and knowledge scores of the participants. Caribbean-born black men reported significantly higher mean spirituality scores compared to AfricanAmerican men (13.76 versus 10.70, p < 0.05). Caribbeanborn black men also reported significantly higher mean perception of CaP treatment scores compared to AfricanAmerican men (8.23 versus 6.14, p < 0.05). There were no significant differences in mean CaP fatalism, knowledge, and acculturation scores.
The reliability estimates of the modified Powe Fatalism Model and the modified Personal Integrative Model of Prostate Cancer Disparity are reported in Table 3 . The Cronbach's alpha for the CaP fatalism scale was 0.867. The reliability estimates for the acculturation scale was 0.711, the spirituality scale was 0.910, the perception of CaP treatment scale was 0.702, and the CaP knowledge scale was 0.601.
Overall, the focus group and interview data revealed highly interrelated key themes. These themes include perceived barriers to CaP screening, motivation to visit the doctor, misconceptions about CaP screening, and misinformation about CaP screening. These key themes are particularly robust and, as a result, include elaborative subthemes. Perceived Barriers to CaP Screening The first key theme reflects the culture of not going to the doctor on a regular basis as a result of family upbringing as described by participants. In addition, participants established a link between the lack of doctor visits and being unaware of CaP screening or diagnosis.
BOn a whole, men of my age…our parents really haven't been to doctors. We haven't seen our parents go to doctors-unless they actually have the last few weeks to live. Otherwise, their backs will have to be against the wall.B It's a double edge sword though. We don't go to the doctor; so we can't find out about it [CaP]. That's the key. If you find a way to get to these people that's not going to the doctor then you can reduce it.B The ones that ain't going to the doctor, they ain't gone never find out it until it's too late.Â nother barrier to CaP screening mentioned among the participants was the lack of health insurance or the lack of access to health care. Specifically, this subtheme illustrates health-care affordability issues and how to navigate high costs.
BOld stereotype that black men don't go to the doctor it's true but it's in part of 2 things you know….. health insurance the cost and you know.^B You know most black people don't have insurance so how you gone go to the doctor…. I ain't got no insurance.B If you go into the hospital the deductible is like 5,000 or 10,000 dollars. You don't want that. But what you want to do is get the exam so the insurance company with free exams. So you can prevent it. You go into the hospital you get the treatment and then you apply for the financial aid that's in the hospital. That's how you beat the system.B What if you ain't no veteran and you ain't got no health insurance. How you get health insurance?..... Medicaid….. You got to apply for Medicaid.Â second subtheme related to perceived barriers of CaP is the fear of a CaP diagnosis.
BSome of the major reasons probably why some guys are scared of the results.B They scared to know that okay if they have it [CaP], how they gone have to cope with it or whatever. Or they don't know how to cope with it.B You know most Afro-Americans probably just scared or skeptical about their own-they are scared of their health reasons. They don't want to know the outcome. The outcome might be drastic.Ô ne participant even compared the CaP diagnosis to a death sentence. BI think it's a combination of things. Lack of health insurance and they probably had been at once the old people beliefs that once you get it. Once you get cancer, it's a death sentence. So once a guy finds out he's got cancer he gives up.M otivation to Visit the Doctor Although not getting physical exams on a regular basis was reported as a culturally reinforced phenomenon, there are certain influences that can lead to visiting a doctor. One source of motivation to get medical attention, as reported by participants, was after Bsomething goes wrong^such as going to the Bbathroom and you cannot urinate.^Although, a few participants reported that they were initially motivated to go to the doctor, they did not follow up with regular exams or CaP screening. A representative comment illustrates this point:
BWell, five years ago I did it with the clinic and the doctor said I was straight, but I ain't had no exam in five years or anything.F eeling responsible to make sure family members were taken care of served to motivate some to visit the doctor. The role of a significant other was also considered important to provide information as why CaP screening should be sought and assist with identified medical conditions. BSee, with me, I'm married with kids; so I have to be around to try and take care of them. Hopefully send them off to school to do some things like you doing.B I just had a life insurance policy took out. They took blood and everything.B Unless it's our wives or somebody else like that giving us information that communication is blocked; so you got to find some way to connect to these people.B I had to go to the doctor when I went to the hospital and they ran tests and everything on me on me. I was straight. I had like a mild stroke. That's how they explained it. My wife was there you'll have to ask her.M isconceptions About CaP Screening This key theme represents the misconceptions participants had about CaP screening. The majority of these misconceptions were related to screening procedures/tests to diagnose CaP. Specifically, participants reported wanting to get the blood test for prostate cancer screening because of the perception that the blood test was more accurate. In addition, participants noted confusion between screening for CaP and colonoscopy.
BSo you know I go ahead and take that uncomfortable finger.^BBut also, you know the last time the guy didn't give me the blood test. But you know, I wanted to get that blood test because they say it is more accurate now so…B But I heard one time you could put a scope, but I ain't heard nothing else about that.B But I did read there is something they can beam up your rectum to find out about it but then I didn't hear nothing else about it so I just figured they was doing it to rich white folks but I don't know.Ŵ hile some participants held misconceptions about CaP screening, other participants asked questions during the focus groups related to CaP risk factors and symptoms.
BIf you are a smoker and black man, do you have a tendency to get prostate cancer or colon cancer or whatever?B But what make you-the symptoms-from the get go like when you got a cold you coughing, what symptoms will let you know that you got prostate cancer?Â nd still, other participants explicitly admitted that they had limited knowledge about CaP. A representative comment illustrates this point: BWell to be frank, I did not know nothing about it [CaP]. I did not know nothing about it until I come here [the U.S.] a couple of years ago.^A participant who learned more about CaP by completing the survey also illustrated limited knowledge of CaP. This participant was even receptive to receiving additional information about CaP. He shared:
BI'm not too keen on it. You know what I'm saying? But this survey, you know, gives me a little more knowledge about it. I want to know more about it….If you want to send me more knowledge or whatever to learn about it, I'll accept it.M isinformation Regarding CaP Screening The final key theme suggests that participants received conflicting information from health-care providers about when to get screened for CaP. For example, one participate stated B…doctor told me you ain't got nothing to worry about until you are 50^. And another participant reported, Bmost doctors told me I need to wait until I get 40-between 40 and 45. Before it used to be 50, but now they are saying they want to test a little younger.D
iscussion
In this concurrent mixed methods study designed for instrument development, we found that the modified Powe Fatalism Inventory and the PIPCaP Survey were reliable. The Cronbach's alpha for the CaP fatalism scale was 0.87. The reliability estimates for the acculturation scale was 0.71, the spirituality scale was 0.91, and the perception of CaP treatment scale was 0.70. The Cronbach's alpha for CaP knowledge scale was moderate at 0.60. The internal consistency of modified Powe Fatalism Inventory and the modified PIPCaD survey was similar to other studies. Odedina et al. in a crosssectional study of 2864 black men in Florida, to evaluate modifiable CaP risk reduction and detection behaviors among black men, reported Cronbach's alpha of 0.92 for the CaP fatalism scale, 0.71 for the acculturation scale, and 0.90 for the spirituality scale [34] . However, the authors did not evaluate the perceptions of CaP treatment as barrier to screening behavior. Further, the reliability of the survey instrument for the current study was assessed by Cobran et al. in a larger sample of 211 US-born and Caribbean-born black men in Southeast Florida [32] . The authors compared perceptions of CaP fatalism and predictors of CaP screening with prostatespecific antigen (PSA) testing between US-born and Caribbean-born black men and reported Cronbach's alpha of 0.91 for the CaP fatalism scale, 0.49 for the acculturation scale, 0.87 for the spirituality scale, and 0.73 for the perception of CaP treatment scale [32] .
In the present study, both the quantitative and qualitative data also suggest that African-American and Caribbean-born black males perceived lack of health insurance coverage, health-care affordability, cancer as a death sentence, physician avoidance, and the hardship of coping with CaP diagnoses, as barriers for prostate cancer screening. These findings are consistent with previous research studies. Pedersen et al. found that African and Caribbean black males perceived prostate cancer as a death sentence and/or taboo topic [47] . Furthermore, fear of erectile dysfunction, sterility and decreased sex drive, lack of tradition in African-American communities concerning regular medical checkups or other preventive care, and mistrust in the health-care system were also identified as potential determent for CaP screening [47] . Whereas, Patel et al. found that not having health insurance, the pain and discomfort of CaP screening, not having enough information about CaP screening, cost of screening, and the fear of getting a positive cancer diagnosis were obstacles to CaP screening [48] .
Notably, the qualitative data suggest that participants received conflicting information from health-care providers about the age of screening initiation for CaP. This may be due to inconsistency in CaP screening practice among health-care providers following the US Preventive Services Task Force (USPSTF), recommendation against PSA-based screening for men 75 years and older in 2008, and discouraging PSA-based screening in 2012 [49] . Jemal et al. examined changes in stagespecific CaP and PSA screening rates following the 2008 and 2012 USPSTF recommendations [50] . The authors noted that potential emerging trends in CaP incidence and PSA-based screening following the 2012 USPSTF recommendation against screening could have significant adverse public health implications, citing about 33,519 fewer men nationwide receiving a diagnosis of CaP in 2012 than in 2011 [50] . Given that previous research documenting that African-American men are more likely to be diagnosed with an advanced stage CaP [5, 6] and have less trust of providers [10, 11] , the 2012 USPSTF recommendation against PSA-based screening may contribute to preexisting disparities in CaP outcomes for minorities.
Few studies have utilized a mixed methods research design to investigate facilitators for screening behavior in men of African descent. Owens et al. used a mixed methods research design to assess African-American men's and their female relatives, friends, and significant other's knowledge and cancer-related decision-making practices within the context of a CaP education program [40] . The authors found that men often relied on their female significant other and doctors for guidance on cancer-related decisions. Whereas, women described their role in assisting with their male partners' cancer decision [51] . The authors concluded that using mixed methods research design in formative research could provide relevant information for developing effective cancer-related interventions.
In another similar mixed methods research study, O'Shaughnessy et al. explored issues related to sexual function and relationship for men and their wives following diagnosis and treatment for CaP. Focus group and couple interviews were used to improve validity for questionnaire items designed to provide insight into men's experience of CaP in areas such as sexual function and relationships [52] . The authors found that wives/partners' confirmed cancer had an impact on their partner's feelings of masculinity (71%), compared to 42% of men who felt that this was the case. Whereas, key themes in men were concerns about loss of libido, erectile dysfunction, feeling less of a man, regrets about treatment choice, distress, and cancer having impacted their masculinity [52] .
In conclusion, previous mixed methods research studies have investigated African-American men's cancer-related decision-making practices, treatment choice regret, and issues related to sexual function following diagnosis and treatment for CaP. However, these studies did not explore the associations between nativity and facilitators for screening behaviors. Using a concurrent exploratory mixed methodology for the present study allowed for the exploration of the feasibility and acceptability of the survey instruments prior to administration of a larger study. The concurrent exploratory mixed methodology also highlighted conflicting information participants received from health-care providers about the age of screening initiation for CaP.
Limitations
The concurrent exploratory mixed methods methodology of the present study facilitated an in-depth investigation of CaP fear and facilitators for screening behavior in AfricanAmerican and Caribbean-born black. However, several study limitations may have affected the interpretation of the study results. First, a non-probability sample was used to investigate the perceptions of CaP fear and facilitators for screening behavior and therefore may not be representative of the views of all African-American and Caribbean-born black males in the USA. Second, as CaP screening was assessed retrospectively, it is possible that participants' error in recall may have impacted reporting of PSA screening within the last year. Third, it was difficult to assess whether the individuals who confused CaP screening with colonoscopy were the ones who reported CaP misinformation, since participants were not assigned a unique identifier to link both quantitative and qualitative data. Fourth, a concurrent mixed methods methodology was used to investigate the study outcomes. Therefore, the research design may not reflect causation. Further, although a trained coinvestigator with extensive qualitative expertise and experience in the Southeast Florida community moderated the qualitative discussions, it is possible that interviewer bias may have affected the qualitative outcomes.
Lastly, although spirituality was part of the conceptual framework guiding the study and informed the instrument development, this topic was not explored via focus group and interview protocols. This was done to avoid a potential bias between spirituality and the measurement of cancer fatalism. Although spirituality was not addressed in the focus group and interview protocols of the current study, the qualitative data of this study still provide insights regarding perceived barriers to CaP screening, motivation to visit the doctor, misconceptions about CaP screening, and misinformation regarding CaP screening.
Conclusion
The findings from the qualitative data of this highlight the importance of addressing perceived barriers to CaP screening (e.g., cancer as a death sentence, a culture of not going to the doctor on a regular basis as a result of family upbringing, being unaware of CaP screening or diagnosis, lack of health insurance, lack of access to health care, and health-care affordability), misconceptions about CaP (e.g., limited knowledge), and misinformation about CaP (e.g., conflicting CaP screening information from health-care providers) within men of African descent.
Furthermore, although not getting physical exams on a regular basis was reported as a culturally reinforced phenomenon, there were certain influences that could lead to visiting a doctor for CaP screening (e.g., feeling responsible to make sure family members were taken care of and the role of a significant other).
Whereas, the findings from the quantitative data highlight the reliability and cultural appropriateness of the modified Powe Fatalism Inventory and the modified PIPCaD Survey. However, future research should evaluate the associations between nativity, health-care affordability, navigating high costs, and fear of a CaP diagnosis.
